Background {#Sec1}
==========

Depression is a growing global health problem, associated with significant social and physical disability, mortality, and economic burden \[[@CR30]\]. It is considered to be a chronic illness: recurrence rates are high around 60% after 5 years, rising to 85% after 15 years \[[@CR17], [@CR31]\]. Almost 20% of all patients develop chronic depression (≥ 2 years of symptoms) \[[@CR16], [@CR33]\]. Moreover, approximately 50% of depressed patients respond insufficiently to treatment \[[@CR15], [@CR28]\]. The chronic nature as well as suboptimal treatment response is indicative of the fact that depression requires long-term management \[[@CR13], [@CR23], [@CR34]\].

In recent years the view on mental disorders has shifted from a primary focus on symptom reduction to including the acknowledgement of the importance of coping with problems related to the mental disorder \[[@CR19], [@CR22], [@CR35]\]. Previous studies on coping with depression concentrated on the concept of self-management \[[@CR2]\]. Self-management is defined as 'the training, skill acquisition, and interventions through which patients who suffer from a disease or chronic condition may take care of themselves and manage their illnesses' \[[@CR38]\]. Specifically, research has been aimed at identifying self-management strategies. Engaging in sports activities and having a good day and night rhythm are examples of strategies that are perceived as helpful when coping with depression \[[@CR26], [@CR36], [@CR37]\]. Collectively, the results indicate that deploying self-management strategies can provide a positive contribution to recovery and coping with depression, such as lower depressive symptoms, an improvement of self-efficacy, and empowerment \[[@CR20], [@CR22], [@CR27]\]. However, the way in which self-management strategies in depression treatment are dealt with has been criticised as being overly simplistic, because symptoms of depression (such as passive behaviour) can interfere with self-management \[[@CR14], [@CR18]\]. Moreover reduced self-confidence and energy, and/or an increased state of confusion caused by the many choices in strategies can impede the use of self-management \[[@CR14], [@CR29]\]. In fact, the inability to engage in self-management can lead to feelings of helplessness and hopelessness \[[@CR13], [@CR28]\], which contributes to the depression \[[@CR29]\]. Therefore, more knowledge about the implementation of coping with recurrent and/or chronic depression, including the conditions for deploying self-management strategies, is of major importance.

The use of *experiential knowledge* is an important feature in coping with a somatic or mental disorder. The concept of experiential knowledge refers to patients' unique knowledge and own lived experiences in helping and debilitating factors in the recovery process and coping with the disorder \[[@CR3], [@CR6], [@CR9], [@CR37]\]. There is a relatively small body of literature concerning experiential knowledge. To date, studies focused on the effect of deploying experiential knowledge by adding peer support to treatment as usual for individuals with chronic illnesses, such as somatic disorders and physical disability \[[@CR9], [@CR39], [@CR40]\], as well as psychotic disorders and trauma exposure \[[@CR5], [@CR34], [@CR41]\]. Although some positive effects on hope, recovery, and empowerment were found, these results should be interpreted with caution because of the limited number of studies, the complexity, and variety of interventions \[[@CR41]\]. Moreover, there is a lack of clarity about the substantive themes that are associated with the concept of experiential knowledge. Hence, a deeper understanding of experiential knowledge, in which helping as well as debilitating factors in coping with the disorder are defined, could shed light on the conditions for deploying self-management strategies. Research on experiential knowledge in depression is currently lacking. To give an in-depth description of coping with recurrent and/or chronic depression, the concept of experiential knowledge should be examined.

This qualitative study aims to explore the relation between the development of experiential knowledge and coping effectively with depression, as well as the conditions for deployment of self-management strategies. Semi-structured interviews were conducted in a heterogenic group of individuals who have experience with depression (\> 2 past episodes).

Methods {#Sec2}
=======

Design and participants {#Sec3}
-----------------------

A qualitative semi-structured interview study design was used. Experiential knowledge was approached as a sensitizing concept. As explained by Boeije \[[@CR4]\] sensitizing concepts start out with a general description, because they are not yet specified and clarified in the research field. In this research, the general description of experiential knowledge was used as a guiding framework for exploring an in-depth characterization of the construct from a patients' perspective. Fifteen face-to-face interviews, with open-ended questions about personal experiences in coping with the illness, were conducted with individuals who experienced at least two depressive episodes over the course of 3 years minimum, and were currently in (partial) remission. Members of the Dutch Depression Association were approached for participation. Furthermore, recruitment took place via national and regional news websites about mental health care. Data collection continued until saturation was reached, that is when no new topics emerged during the interviews. To check for saturation, deviant cases were included; one individual with a current depression, and one individual who experienced a single depressive episode.

Participants had to meet the following criteria: 1) two or more past depressive episodes (except for one deviant case), 2) the first depressive episode had occurred at least 3 years prior to participation. These criteria were used to ensure participants' ability to reflect on their depressive experiences during the interviews. The following exclusion criteria were used: age younger than 18 years, a current depressive episode (except for one deviant case), bipolar-, or (a history of) psychotic disorder, current drug abuse, and current severe risk of suicidality. Eligibility was assessed by telephonic administration of the brief structured diagnostic interview MINI \[Mini International Psychiatric Interview for DSM-IV-TR\] \[[@CR25], [@CR32]\].

Throughout the entire duration of this study, thirty-four people were interested in participating in the interview study. Participants with diverse clinical and demographic characteristics (e.g. number of depressive episodes, age, ethnicity, educational level) were included to increase conceptual variation. These characteristics were examined by telephonic screening before conducting the MINI interview. As a result, sixteen people were not included. Moreover, according to the exclusion criteria three participants were excluded due to a current depression, drug abuse or the experience of several psychoses during depressive episodes. This resulted in fifteen study participants (eight men, seven women; including two deviant cases). Table [1](#Tab1){ref-type="table"} shows the participants' demographic and clinical characteristics. Table 1Demographic and clinical characteristics of participants (*n* = 15)Gender, *n* Male7 Female8Membership Dutch Depression Association Yes7 No8Age, *years* Mean (SD)43,5 (15) Range23--67Ethnicity, *n* Dutch11 Surinamese/Antillean1 Serbian/Croatian1 Surinamese/Hindustani1 Dutch Antillean1Educational level, *n* Secondary education3 Secondary Vocational Education and Training1 Higher education (research-oriented and profession-oriented)11Treatment history type^a^, *n* A form of therapy in mental health care (i.e. CBT, psychodynamic psychotherapy)15 Former use of medication5 Current use of medication7 Never used medication3Number of depressive episodes^a^, *n* One episode (negative case)1 Two episodes1 3--5 episodes7 \> 5 episodes4 Chronic course only (≥ 2 years of symptoms)2*Chronic course in addition to depressive episodes4*Age at onset, *years* Range12--45 12--185 19--253 26--323 33--453 ≥ 460 Unknown1Years since onset, *years* Range10--45 0--102 11--204 21--306 31--402 41--501^a^Including overlap

The local ethics committee \[Commissie Mensgebonden Onderzoek Arnhem-Nijmegen\] assessed the research protocol for this study. According to the regulations of the Medical Research (Human Subjects) Act, they stated that further approval was not deemed necessary given the minor burden of participation in this study.

Interviews {#Sec4}
----------

Confidentiality was guaranteed to the participants. Information about the study was given in oral and written form. Informed consent was signed before starting the interview. In the semi-structured interview, participants' underlying ideas of behaviour, choices and thoughts in coping with depression were explored. The main question in the interview was "*What did you learn while living with depression?"*. To ensure that the main topics of the research question were discussed by all participants, an interview guide was produced based on literature, preliminary consultation and orienting interviews with social scientist researchers, a psychiatrist, and patients. The topics were clustered in five discussion topics, which are presented in Table [2](#Tab2){ref-type="table"}. The interviews were conducted by one researcher (author DS). The interview guide was modified after finishing the third, fifth, ninth and eleventh interview, so that new emerging topics could be further explored. Table 2Topics interview guide in keywords^a^Main discussion topicsSubtopicsCourse of the disorderExperiences depressive episodes, triggers, development of the depressionCoping with depressionDealing with the illness, practical skills, personal characteristics, supportive networkSelfSelf-reflection, influence of experiencing depression on identityExperiential expertiseOpinion on the role of experiential knowledge and -expertise in mental health careMental health careExperiences with treatment for depression^a^Complete interview guide available

Interviews were conducted between May 2018 and August 2018. The average duration of an interview was 73,6 min (Range: 45--89 min; SD: 13,9 min). When participants were perceived to be in psychological stress or reported discomfort, ending or pausing the interview was suggested. Although no interview was ended prematurely because of participants' distress, one interview was temporarily paused because of participants' emotional experiences. All interviews were audio recorded and transcribed verbatim into written text as accurately as possible, including pauses, and non-verbal sounds. Identifying information such as the names of individuals were removed during the transcription process.

Analyses {#Sec5}
--------

Data were qualitatively analysed in accordance with a narrative research method, focusing on the perspective of the information (who said it), what and how it is narrated \[[@CR1]\]. Atlas.ti software (version 8) was used for the coding process. After the first two interviews two researchers (authors DS and JP) examined the transcripts. This open coding process began with line-by-line microanalysis aimed at identifying categories within the data. The two researchers (DS, JP) used independent coding to ensure inter-coder reliability. The researcher (DS) continued the analysis progressing to axial coding, by condensing codes, exploring categories, their properties, and the relationships between them \[[@CR4]\]. To ensure the validity of the ongoing data analysis, the process of coding was discussed with two independent researchers. Interim findings informed the process of purposive sampling, and adjustments of the interview guide.

In addition, two member checks, after the analysis of eight and subsequently eleven interviews, were held to validate the analysis. These meetings were attended by respectively three and four participants. Also, to discuss study results from a broad perspective, a focus group was conducted after finalisation of data collection. This meeting was held with six independent experiential experts (non-participants, recruited via diverse websites for mental health care and the Dutch Depression Association) and four health care professionals of depression (psychologists and psychiatrists, recruited via Radboud University Medical Centre and Pro Persona Mental Health Care). By initiating a group discussion to reflect on the results of the qualitative study, the interim findings were validated, no new main themes were found. However, a lack of attention for physical wellbeing in mental health care, and limited focus on involving relatives in treatment were brought up as underexposed factors.

Concerning the influence of the researcher to the interview process and to the participants, a reflexive logbook was kept. Limited clinical and personal experiences with depressive patients and the absence of any formal role (regarding treatment) between participant and researcher, aided to remain open and contributed to an objective stance.

Results {#Sec6}
=======

The development of experiential knowledge {#Sec7}
-----------------------------------------

Results indicate that experiential knowledge evolves from three intrapersonal levels: 1) In a process of *introspection*, 2) in the development of *empowerment*, and 3) in learning and deploying *self-management strategies*. Finally, external moderators of the evolvement of experiential knowledge seem to appear at an interpersonal level, which are described under 4) *the environment*. Constant interaction between these three intrapersonal levels as well as interaction between an interpersonal process and intrapersonal factors is observed in the data. The main themes as well as subthemes derived from the narratives are presented in Table [3](#Tab3){ref-type="table"}. Excerpts from various respondents are used throughout the presentation of results. The quotes are illustrative of the complex, ongoing development and interaction of different aspects in coping with depression. Together they should provide the reader with a comprehensive picture of the developmental pathway of experiential knowledge. Participants are numbered randomly (P1, P2, etc.). Table 3The development of experiential knowledge in long-term depressionMain themes of experiential knowledgeSubthemes1. IntrospectionSelf-reflectionSelf-compassion(Self-)acceptanceMeaning-making2. EmpowermentAutonomySelf-confidenceFuture perspective3. Self-management strategiesDaily schedule/structureActivitiesSelf-helpContact with others4. The environmentSocietal contextMental health careSocial support

### Introspection {#Sec8}

The evolvement of experiential knowledge seems to start with the realization of 'disconnection'. Data revealed that nearly all participants lost connection with themselves, with others, and with society, while suffering from depression. Feelings of loneliness were reported. Three depressive patients described this disconnection as *'wearing a mask'*, explained as misrepresenting oneself by hiding or neglecting negative feelings:

"Woman, 33 years old, Dutch Antillean: *"Actually, I was wearing a mask, and I kept pushing forward. That is what exhausted me at the end of the day, because I had to pretend I was okay, while sometimes I did not manage to carry on."* (P6)."

When participants managed to get rid of their 'masks' they mentioned a responsiveness to learn about their own character, background, desires, strengths, and vulnerabilities. This process is referred to as introspection. Breaking down the concept of introspection, four processes can be discerned: self-reflection, self-compassion, (self-)acceptance, and meaning-giving.

*Self-reflection* entails the personal examination of the own conscious thoughts and feelings, which increase the understanding of relapse triggers:

"Man, 27 years old, Dutch Antillean: *"By discovering my main three negative thoughts, I was able to recognize that the other thousands negative thoughts were linked to them. A very organised list of thoughts was formed, which cleared my mind because I had the common sense to understand what my triggers were."* (P8)."

More than half of the participants mentioned *self-compassion* as important in coping with depression. Being kind, attentive and patient with oneself, and to ignore the critical inner voice or expectations of others, are mentioned as facilitators in dealing with the disorder:

"Woman, 25 years old, Dutch: *"If you can accept that normal activities in life are difficult to succeed when you are depressed, you can let go of the pressure and expectations towards yourself. So, you won't disappoint yourself all the time."* (P11)."

*(Self-)acceptance* comprises the acceptance of depression as an illness and acceptance of the self, with one's positive and negative characteristics, as is intertwined with self-compassion:

"Man, 46 years old, Dutch: *"For me, acceptance is feasible by means of meditation. Because of the mild attitude and gentleness: "anything goes". Before, I was fighting against all those negative thoughts, the opposite of accepting emotions. I attended a mindfulness and compassion-training. The gentleness is healing and lowers the impact of negative thoughts and emotions."* (P2)."

To develop experiential knowledge by means of acceptance, half of the participants suggested that it is crucial to consider depression as a disease, and explicitly not to consider depression to be an integral part of one's identity:

"Man, 23 years old, Dutch: *"I consider it as an illness which can be dealt with. When you consider depression as a part of your identity, it will be very difficult to manage because actually, you are fighting against yourself. That doesn't make sense."* (P1)."

Finally, *meaning-making* entails the active engagement in the act of making sense of living with depression. The meaning that participants attributed to depression was unanimously described as increased self-knowledge, a desire to help fellow sufferers, and a grateful attitude in life:

"Woman, 38 years old, Serbian/Croatian: *"Many times, I have said coping with depression enriched me. I do not want to experience it all over again. However, I discovered things that I did not notice before, or was not able to appreciate. In fact, I live a more conscious and a - somewhat overstated - grateful life."* (P3)."

Whereas acceptance of depression appears to be a necessity for meaning-making, it is considered very difficult by four participants, mainly because of the caused misery in their life:

"Man, 27 years old, Dutch Antillean: *"Perhaps, I find acceptance overstated, because I hate it when I feel it is kicking in. When you lived with depression for nine years, you know how it feels, it can torment you to the bones. I can recognize the depression, but really accept it, no."* (P8)."

Taken together, a deepened self-understanding by means of introspection appears to be of major importance to develop experiential knowledge. In fact, the more an individual knows about the self, adopts a mild attitude, and develops acceptance towards the depression, the more personal experiential knowledge arises on how to effectively deal with the illness.

### Empowerment {#Sec9}

The data revealed three competencies associated with empowerment: autonomy, self-confidence, and having a future perspective. In the interviews, all participants described regaining individual responsibility and grip on life, i.e. *autonomy* as a tipping point in the capability to manage the depression in a healthy way:

"Woman, 38 years old, Serbian/Croatian: *"I used to give responsibility to someone else ( ...*). *I blamed my family, my friends, my illness. I always thought things happened to me, that I was not in control. Then, I realised you can create your own life, there is always a choice. You do not have to wait for support or... you just have to do it yourself. At that point, I knew I was strong enough to take care of myself and make my own decisions."* (P3)."

A third of the participants explained that being autonomous requires courage; (new and/or individual) choices are often about taking risks. This explanation shows that autonomy is interrelated with *self-confidence*. Both competencies are considered to be important as it helps to pursue personal values and wishes, instead of adjusting to the barriers of depression or wishes of others. The data show that it takes a considerable amount of positive events in daily life to develop autonomy and self-confidence, i.e. a feeling of trust in one's abilities, qualities, and judgement:

"Man, 67 years old, Dutch: *"Try something new, something very small and insignificant. For example, change your sandwich filling. If you do enough of these new, little things, a feeling of fulfillment and a bigger shift of perspective may be the result. Hence, you could break the vicious circle of the depression ( ...*). *Moreover, you feel more autonomous, making your own choices gives you a feeling of control, you will feel more alive."* (P7)."

Furthermore, thinking and acting based on a *future perspective* facilitates empowerment. It contributes to personal fulfilment. Having a purpose in daily life, such as taking care of children or relatives, having an interesting job or looking after pets are important in developing this competency:

"Woman, 44 years old, Dutch: *"For me, work is the best way for recovery. It gives meaning in life, and a sense of fulfilment. Yes, work keeps me going."* (P12)."

Empowerment involves the ability of an individual to make one's own choices, which are in line with personal needs, a belief in oneself, and a future perspective. Feeling empowered seems to be of practical significance in the evolvement of experiential knowledge, because results suggest that this competency facilitates coping adequately with depression.

### Self-management strategies {#Sec10}

Experiential knowledge, specified as empowerment and introspection, appears to unfold by means of self-management strategies. Respondents referred to self-management strategies as practical coping skills when managing the challenges of depression on a day-to-day basis, including the risk of a relapse. The narratives indicate that living with recurrent and/or chronic depression requires a long-term deployment of self-management strategies in life. Whereas dealing with the symptoms of a current depression involves a more acute implementation of self-management strategies that are meant to control the condition:

"Woman, 60 years old, Dutch: *"In the "red phase", when a depressive episode starts, I take as much rest as possible and some extra medicine. I need sufficient rest, enough sleep, and no stress. A daily structure helps because it is important to respect my own boundaries, physically and mentally (...*). *Next, in the "orange phase", it is important to be aware of my emotions and to meet someone who listens to me. Talking helps to organise my thoughts. At the last stage, "green", it is important to think about the future, to do pleasurable activities and to engage in social contact with others. For me these things are impossible in the first stages."* (P9)."

Strategies might be divided into acute self-management strategies: daily schedule or structure and engaging in activities, in addition to long-term self-management strategies: self-help and contact with others. First, creating a *daily schedule or structure* was indicated as an effective self-management strategy at the initial stage of a depressive episode. It helped respondents to take rest and acknowledge depressive symptoms. In addition to planning their daily lives, participants suggested taking medication, sleep, and staying in familiar surroundings. Secondly, engaging in *activities* was described as doing pleasant and low-threshold activities in a familiar environment. Activities that involved social interaction and exercising were especially helpful, as these activities contributed to self-confidence. The long-term self-management strategy *self-help* helped participants to engage in self-reflection and taking rest. Interviewees mentioned self-help methods such as writing about personal experiences, meditation, mindfulness, reading inspiring self-help books or watching YouTube movies about personal development. Finally, participants indicated the strategy to establish or maintain *contact with others,* contributing to a sense of belonging. Respondents emphasised the importance of openness and an equal nature of social interaction. As follows from the data, the deployment of self-management strategies interacts with the evolvement of empowerment and introspection, i.e. experiential knowledge. It seems that both categories of self-management strategies need to be adjusted to the personal context of depression in order to be meaningful. As follows from the data, the deployment of self-management strategies interacts with the evolvement of empowerment and introspection, i.e. experiential knowledge:

"Man, 67 years old, Dutch: *"If you want to offer resistance against depression, you need three stages in my experience. To begin with, you have to be kind to yourself. Try to find activities that give a little bit of pleasure. The second stage consists of a mindful attitude towards your environment, a gentle lens. So, if you are outside, maintain a moment-by-moment awareness of your surrounding environment, for example by looking at the clouds. Then, stage three is the opposite of this gentle attitude. When you are recovering, you have to demand yourself to do things because it will give a good feeling to succeed."* (P7)."

In summary, carrying out self-management strategies seems to be a manifestation of experiential knowledge, and thus introspection and empowerment. In this process, more knowledge about dealing effectively with the illness has arisen.

### Important external moderators: the environment {#Sec11}

In this research, the focus on the evolvement of experiential knowledge lies on intrapersonal levels. However, the data also reveal that the evolvement of experiential knowledge cannot be fully understood without acknowledging the complex set of influential factors in the environment of the individual which unfold at an interpersonal level. Factors in the environment are clustered in the societal context, mental health care, and social support systems. They individually and interactively influence the processes at an intrapersonal level, i.e. introspection, empowerment, and self-management strategies.

When discussing the *societal context,* the experience of discrimination and stigma was mentioned as an impeding factor of coping with depression by *t*hree-quarters of the respondents. While openness about depressive feelings is perceived to be helpful in coping with the disorder:

"Man, 23 years old, Dutch: *"We never spoke about it at home. My parents knew there was something wrong, but they could not see what it was. For me, that was very difficult because of the loneliness. In retrospect, discussing it openly was good. In my experience, depression is still a taboo subject. As, if I said "I have asthma", there is no taboo at all."* (P1)."

In *mental health care*, particularly developing self-reflection is mentioned as contributing to the development of experiential knowledge:

"Man, 62 years old, Dutch: *"Self-reflection is not 'just there'. It took many years to develop. With the help of individual treatment in mental health care, my self-knowledge increased by leaps and bounds."* (P15)."

Thirdly, the importance of *social support* from peers, family and friends in the evolvement of experiential knowledge is reflected in all narratives:

"Woman, 55 years old, Dutch: *"There were friends who saw me as an independent person, ignoring the impact of the depression on my appearance. My friends made positive change. They kept supporting me, they kept believing in me, treated me positively. The connection I felt with this group of friends lead to a feeling of acceptance, which had a positive impact on my day-to-day functioning."* (P10)."

The data reveals that the environment can stimulate or impede coping with depression as well as the evolvement of experiential knowledge. The ability to deal effectively with the disorder can be influenced by various factors in the environment, which are unique per individual.

Discussion {#Sec12}
==========

Main findings {#Sec13}
-------------

The current study examined the evolvement of experiential knowledge in depression. The relation between experiential knowledge and coping effectively with depression, as well as the conditions for deployment of self-management strategies when coping with depression were explored. The results show that from the patients' perspective, experiential knowledge evolves from three intrapersonal levels: introspection, empowerment and self-management strategies, and one interpersonal level: the environment. Specifically, the data show a continuous interaction among the intrapersonal levels and interpersonal level of experiential knowledge, suggesting that the evolvement is a cyclical process, as shown in Fig. [1](#Fig1){ref-type="fig"}. Fig. 1The development of experiential knowledge in recurrent and/or chronic depression

Experiential knowledge, in terms of introspection, empowerment, self-management strategies, and facilitating and impeding factors in the environment, seems to contribute to how well patients can cope with depression. As follows from the data, it could be hypothesised that a positive interaction between these processes lead to the sustainable deployment of self-management strategies. Firstly, through a deepened self-understanding by means of introspection, patients might more easily determine self-management strategies that match their current condition, overall character, triggers for depression, and coping style. Secondly, when empowerment develops, the patient's ability to make one's own choices in coping with depression may increase self-management strategies that fit the patient. When strategies are in accordance with personal preferences, this might lead to a long-term deployment. Thirdly, there seems to be a bidirectional relation between the evolvement of experiential knowledge and deployment of self-management strategies. This implies both that self-management strategies are central to the development of experiential knowledge, and that a sustainable deployment of self-management strategies in turn requires increased introspection and empowerment. Finally, it could be assumed that a sustainable deployment of self-management strategies may be enhanced by adjusting self-management strategies to facilitating and impeding factors in patient's unique environment.

Findings in context {#Sec14}
-------------------

In accordance with previous research on experiential knowledge in psychotic disorders and trauma exposure \[[@CR5], [@CR9], [@CR13], [@CR38]\], the results of this study highlight that experiential knowledge results from a combination of cognitive and emotional experiences, and patients' practical coping skills in daily life \[[@CR7], [@CR10], [@CR12]\]. The synergetic relationship between the processes in the evolvement of experiential knowledge implies that introspection, empowerment, and factors in the environment must be addressed when developing a personal array of self-management strategies. Stimulating the evolvement of experiential knowledge of an individual patient may be helpful to exceed personal risk factors for neglecting the use of self-management strategies, e.g. a lack of energy or confusion through the many choices of strategies \[[@CR14], [@CR29]\].

Current results indicate that we need to adopt a broader perspective on coping with depression that exceeds beyond merely referring to self-management strategies \[[@CR2]\]. This means that self-management entails more than specific strategies, i.e. day-to-day tasks an individual undertakes to control or reduce the impact of the condition \[[@CR2], [@CR11], [@CR38]\]. In fact, a broader approach to self-management is expected to interact with introspection and empowerment, and thus the evolvement of experiential knowledge.

The proposition for a broad perspective on coping with depression is echoed in the recovery approach \[[@CR24]\]. This method suggests that engaging in self-management of a mental disorder needs a holistic view. A holistic approach is characterised by treating the entire person, taking into account the physical, mental, and social factors and needs of a particular patient, not solely focusing on symptoms and diagnoses \[[@CR8], [@CR21]\]. Thus, personal aspects as well as factors in the wider environment are considered relevant to cope with the disorder \[[@CR5], [@CR24], [@CR36]\]. Treatments for severe psychiatric disorders are increasingly based on the principles of the recovery approach. However, little attention has been paid to this approach in mental health care for depression. In line with the study of Chambers et al. \[[@CR11]\] the current research acknowledges the importance and accuracy of the recovery approach in mental health care for depression. Chambers et al. \[[@CR11]\] identified facilitating factors for self-management, suggesting 'powerful agents' such as hope, confidence and motivation that could help to manage depression. These 'powerful agents', as well as a greater emphasis on autonomy and a holistic approach in mental health care, reflect the results of the current study.

Strengths and limitations {#Sec15}
-------------------------

A strength of the study is the qualitative design, which allowed participants to give an in-depth description of their experiences and encouraged a holistic perspective on the dynamics of coping with depression. This led to a more inclusive understanding of the complexities of long-term coping with depression. Moreover, involving many stakeholders throughout the research process strengthened the reliability of the results, and allowed to validate the proposed model (Fig. [1](#Fig1){ref-type="fig"}) as a fruitful starting point for further research. The current findings overlap with experiential knowledge in other chronic mental illnesses, such as trauma exposure and psychoses. This suggests universal applicable principles in coping with a mental disorder.

However, this research is a first exploration of experiential knowledge in depression. Due to this limitation, the data does not allow to draw definite conclusions about the development of experiential knowledge and its relation to deploying self-management strategies. Furthermore, the back translation of the evolvement of experiential knowledge to individual patients is complex and requires balancing between generalizability of results and the uniqueness of each patient. The small sample size and heterogeneity of patients with chronic and/or recurrent depression makes it difficult to explain the influence of clinical and demographic details on the development of experiential knowledge. Specifically, the generalizability of the findings is limited because the majority of participants were Dutch and highly-educated. Moreover, all participants engaged in mental health care. Participants suggested a different information need and other coping styles in patients with chronic and/or recurrent depression, because of acquired competences in mental health therapies and previous experience in coping with depression. This limits the generalizability of findings to a group of depressive patients with a single depressive episode or starting down a path of recovery. Taken together, more specific research is needed to obtain a deeper understanding of individual clinical details affecting the development of experiential knowledge and deployment of self-management strategies.

Hypotheses can be derived from this study, which lays the groundwork for future research into the evolvement of experiential knowledge and the deployment of self-management strategies in depression. A bigger sample with a wider scope can be used to validate and develop the model of experiential knowledge. To specify the exact course of the development of these concepts, future research can address the following question: *What is needed to benefit from self-management strategies and experiential knowledge on the long-term when suffering from depression?* Including depressive patients who are not successful in the use of self-management can help to fill this knowledge gap. The role of mental health care in facilitating the pathway to experiential knowledge should also be addressed. Furthermore, the use of medication and the course of the depression (chronic, single or recurrent depression) may influence feelings of empowerment and introspection, and thus the evolvement of experiential knowledge and self-management strategies. Therefore, these topics should be discussed in future research on experiential knowledge in depression.

Conclusion {#Sec16}
==========

In conclusion, the present study shows that the evolvement of experiential knowledge and the deployment of self-management strategies is a complex cyclical process. The proposed holistic approach towards the relation between the development of experiential knowledge and sustainable deployment of self-management strategies provides a promising perspective on long-term coping with depression, both in research, and in practice.
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